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CY Hospital Outpatient Prospective
Payment System/Ambulatory Surgical
Center final rule with comment period)
(referred to as the Target PCR), for
covered hospital outpatient depart-
ment services, the aggregate payment
amount provided at cost report settle-
ment to such hospital is equal to the
amount needed to make the hospital’s
PCR at cost report settlement (as de-
termined by the Secretary) equal to
the target PCR (as determined by the
Secretary).

(ii) If a hospital described in section
1886(d)(1)(B)(v) of the Act has a pay-
ment-to-cost ratio (PCR) before the
cancer hospital payment adjustment
(as determined by the Secretary at cost
report settlement) that is greater than
the weighted average PCR of other hos-
pitals furnishing services under section
1833(t) of the Act (as determined by the
Secretary at the time of the applicable
CY Hospital Outpatient Prospective
Payment System/Ambulatory Surgical
Center final rule with comment period)
(referred to as the Target PCR), for
covered hospital outpatient depart-
ment services, the aggregate payment
amount provided at cost report settle-
ment to such hospital is equal to zero.

(3) Budget neutrality. CMS establishes
the payment adjustment under para-
graph (i)(1) of this section in a budget
neutral manner.

[656 FR 18542, Apr. 7, 2000, as amended at 65
FR 47677, Aug. 3, 2000; 66 FR 55856, Nov. 2,
2001; 69 FR 832, Jan. 6, 2004; 70 FR 68727, Nov.
10, 2005; 70 FR 76178, Dec. 23, 2005; 71 FR 68227,
Nov. 24, 2006; 72 FR 66932, Nov. 27, 2007; 73 FR
68814, Nov. 18, 2008; 75 FR 72265, Nov. 24, 2010;
76 FR 74583, Nov. 30, 2011]

§419.44 Payment reductions for proce-
dures.

(a) Multiple surgical procedures. When
more than one surgical procedure for
which payment is made under the hos-
pital outpatient prospective payment
system is performed during a single
surgical encounter, the Medicare pro-
gram payment amount and the bene-
ficiary copayment amount are based
on—

(1) The full amounts for the proce-
dure with the highest APC payment
rate; and
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(2) One-half of the full program and
the beneficiary payment amounts for
all other covered procedures.

(b) Interrupted procedures. When a
procedure is terminated prior to com-
pletion due to extenuating cir-
cumstances or circumstances that
threaten the well-being of the patient,
the Medicare program payment
amount and the beneficiary copayment
amount are based on—

(1) The full program and beneficiary
copayment amounts if the procedure
for which anesthesia is planned is dis-
continued after the induction of anes-
thesia or after the procedure is started;

(2) One-half the full program and the
beneficiary copayment amounts if the
procedure for which anesthesia is
planned is discontinued after the pa-
tient is prepared and taken to the room
where the procedure is to be performed
but before anesthesia is induced; or

(3) One-half of the full program and
beneficiary copayment amounts if a
procedure for which anesthesia is not
planned is discontinued after the pa-
tient is prepared and taken to the room
where the procedure is to be performed.

[66 FR 18542, Apr. 7, 2000, as amended at 72
FR 66933, Nov. 27, 2007]

§419.45 Payment and copayment re-
duction for devices replaced with-
out cost or when full or partial
credit is received.

(a) General rule. CMS reduces the
amount of payment for an implanted
device made under the hospital out-
patient prospective payment system in
accordance with §419.66 for which CMS
determines that a significant portion
of the payment is attributable to the
cost of an implanted device, when one
of the following situations occur:

(1) The device is replaced without
cost to the provider or the beneficiary;

(2) The provider receives full credit
for the cost of a replaced device; or

(3) The provider receives partial cred-
it for the cost of a replaced device but
only where the amount of the device
credit is greater than or equal to 50
percent of the cost of the new replace-
ment device being implanted.

(b) Amount of reduction to the APC
payment. (1) The amount of the reduc-
tion to the APC payment made under
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paragraphs (a)(1) and (a)(2) of this sec-
tion is calculated in the same manner
as the offset amount that would be ap-
plied if the device implanted during a
procedure assigned to the APC had
transitional pass-through status under
§419.66.

(2) The amount of the reduction to
the APC payment made under para-
graph (a)(3) of this section is b0 percent
of the offset amount that would be ap-
plied if the device implanted during a
procedure assigned to the APC had
transitional pass-through status under
§419.66.

(c) Amount of beneficiary copayment.
The beneficiary copayment is cal-
culated based on the APC payment
after application of the reduction
under paragraph (b) of this section.

[71 FR 68228, Nov. 24, 2006, as amended at 72
FR 66933, Nov. 27, 2007]

§419.46 Participation, data submis-
sion, and validation requirements
under the Hospital Outpatient
Quality Reporting (OQR) Program.

(a) Participation in the Hospital OQR
Program. To participate in the Hospital
OQR Program, a hospital as defined in
section 1886(d)(1)(B) of the Act and is
paid under the OPPS must—

(1) Register on the QualityNet Web
site before beginning to report data;

(2) Identify and register a QualityNet
security administrator as part of the
registration process under paragraph
(a)(1) of this section; and

(3) Complete and submit an online
participation form available at the
QualityNet.org Web site if this form
has not been previously completed, if a
hospital has previously withdrawn, or
if the hospital acquires a new CMS Cer-
tification Number (CCN). For Hospital
OQR Program purposes, hospitals that
share the same CCN are required to
complete a single online participation
form. Once a hospital has submitted a
participation form, it is considered to
be an active Hospital OQR Program
participant until such time as it sub-
mits a withdrawal form to CMS or no
longer has an effective Medicare pro-
vider agreement. Deadlines for the par-
ticipation form are described in para-
graphs (a)(3)(i) and (ii) of this section,
and are based on the date identified as
a hospital’s Medicare acceptance date.

§419.46

(i) If a hospital has a Medicare ac-
ceptance date before January 1 of the
year prior to the affected annual pay-
ment update, the hospital must com-
plete and submit to CMS a completed
Hospital OQR Notice of Participation
Form by July 31 of the calendar year
prior to the affected annual payment
update.

(ii) If a hospital has a Medicare ac-
ceptance date on or after January 1 of
the year prior to the affected annual
payment update, the hospital must
submit a completed participation form
no later than 180 days from the date
identified as its Medicare acceptance
date.

(b) Withdrawal from the Hospital OQR
Program. A participating hospital may
withdraw from the Hospital OQR Pro-
gram by submitting to CMS a with-
drawal form that can be found in the
secure portion of the QualityNet Web
site. The hospital may withdraw any
time from January 1 to November 1 of
the year prior to the affected annual
payment updates. A withdrawn hos-
pital will not be able to later sign up to
participate in that payment update, is
subject to a reduced annual payment
update as specified under §419.43(h),
and is required to submit a new partici-
pation form in order to participate in
any future year of the Hospital OQR
Program.

(c) Submission of Hospital OQR Pro-
gram data. (1) General rule. Except as
provided in paragraph (d) of this sec-
tion, hospitals that participate in the
Hospital OQR Program must submit to
CMS data on measures selected under
section 1833(t)(17)(C) of the Act in a
form and manner, and at a time, speci-
fied by CMS.

(2) Submission deadlines. Submission
deadlines by measure and by data type
are posted on the QualityNet Web site.

(3) Initial submission deadlines for a
hospital that did not participate in the
previous year’s Hospital OQR Program.
(i) If a hospital has a Medicare accept-
ance date before January 1 of the year
prior to the affected annual payment
update, the hospital must submit data
beginning with encounters occurring
during the first calendar quarter of the
year prior to the affected annual pay-
ment update, in addition to submitting
a completed Hospital OQR Notice of
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